INTRODUCTION
Thyroid diseases are commonly seen in patients attending surgical outpatient department. It includes hyperthyroidism, hypothyroidism, thyroiditis, goiter and neoplasms. Thyroid enlargement is the most common sign, and multinodular goiter is the most common disease leading to the enlargement of thyroid. Although benign tumors are more common than malignant, primary thyroid carcinomas are not uncommon. Among the different primary carcinomas, anaplastic carcinoma stands out as the least frequent and the most aggressive. 1 In fact, anaplastic thyroid carcinoma is one of the most aggressive and ultimately fatal malignancies known. 2 Essentially there are no long-term survivals, and most patients die within months from the time of diagnosis. 3 Clinically, they present with a rapidly enlarging mass and consequent upper aero digestive obstructive symptoms. Actually, 15-50% of patients presenting with anaplastic thyroid carcinoma have extensive local invasion and distant metastasis at the time of diagnosis. Of these, up to 90% will have lung and pleural metastasis. The diagnosis of anaplastic thyroid carcinoma can be achieved utilizing fine needle aspiration. However, the presence of preexisting thyroid disease may complicate the issue and make the diagnosis more challenging. Anaplastic thyroid carcinoma arising in multinodular goitre is very rare. We report a rare case where the patient had a long-standing history of multinodular goitre which turned in to anaplastic thyroid carcinoma. The cytopathologic features and the relationship between anaplastic thyroid carcinoma, pre-existing multinodular goiter are discussed.
CASE REPORT
A 70 year old woman presented to the outpatient department with swelling in front of neck for 10 years duration. Swelling was insidious onset, gradual in nature and there was sudden increase in size of swelling since last one month. On examination, painless swelling measuring 10×7 cms, with firm consistency was palpable at thyroid region extending to left side of neck, which moves with deglutition. The skin over the swelling were normal. Multiple fixed lymph nodes left side of level 2, 3 and 4 largest measuring 3x3 cm were palpable. Pembertons sign negative. It was not associated with thyrotoxicosis. She developed recent symptoms of dyspnea, dysphagia and voice change. Patient is a known case of hypertensive since seven years on medications. On investigation, Ultrasound neck showed enlargement of both lobes of thyroid with left lobe showing internal calcification and heteroechoic lesion at level 2, 3 and 4 with normal isthmus. Computed tomography of the neck was done revealing a large soft tissue lesion with heterogeneous enhancement at left lobe of thyroid with retroclavicular extension and calcifications. FNAC was performed which showed anaplastic cells with large pleomorphic nuclei, neutrophils and occasional papillary fragments. Chest X-ray shows tracheal shift to right side (Figure 1 ). Thyroid function tests were normal. All routine blood investigations were within normal limits. In view of the above findings, diagnosis of anaplastic thyroid carcinoma was made. The patient was given neoadjuvant radiotherapy and later total thyroidectomy done. Patient is on regular follow up. 
DISCUSSION
Thyroid diseases include hyperthyroidism, hypothyroidism, thyroiditis, goiter, (which can be diffuse and multinodular) and thyroid tumors, including adenomas, papillary carcinoma, follicular carcinoma, medullary carcinoma and anaplastic carcinoma. Some thyroid diseases have impaired synthesis of thyroid hormone, and most often this abnormality is caused by dietary iodine deficiency. Anaplastic thyroid carcinoma accounts for <5% of all thyroid malignancies and is almost always fatal. Typically most patients die within 3-6 months after diagnosis, and long-term survival is unheard of. Longer survival should always raise the possibility of a mistaken diagnosis. The tumor cells are usually undifferentiated thyroid follicular epithelium, composed of highly anaplastic cells, which can be pleomorphic giant cells, spindle cells with sarcomatoid appearance, mixed spindle and giant cells, or small cells very similar to those seen in small cell carcinoma. In our case anaplastic cells with large pleomorphic nuclei, neutrophils and occasional papillary fragments seen. Typically the tumor quickly infiltrates the surrounding structures, and lung metastasis is quite common at the time of diagnosis. Symptoms and signs of upper aero digestive compression usually ensue rapidly. Involvement of recurrent laryngeal nerve leading to hoarseness may occur. This aggressive thyroid carcinoma usually affects the elderly. A previous history of MNG has been reported in as much as 50% of the cases. In 20% of the cases a preexisting differentiated thyroid carcinoma is present, usually of the papillary type. 4, 5 The pathogenesis of the fore mentioned dedifferentiation from papillary carcinoma to anaplastic thyroid carcinoma has been attributed in some cases to acquiring additional genetic changes that included the mutation in the p53 tumor suppressor gene. 5 In the few cases where resection was performed, MNG and foci of papillary carcinoma were found on histologic examination in addition to anaplastic thyroid carcinoma. 5 In some cases, anaplastic thyroid carcinoma can be associated with the presence of low grade differentiated cancer in the thyroid, and it was reported that radiation therapy to the differentiated tumor plays a role in the transformation to an undifferentiated tumor. 6 Due to the dismal prognosis and lack of any effective treatment, FNA is a very attractive diagnostic tool and is highly recommended. The sensitivity is very high, and an accurate diagnosis can be achieved in the vast majority of cases. In a review of 20 cases of anaplastic thyroid carcinoma, Chang et al were able to make the diagnosis in 18 cases (90% sensitivity). 7 Because of its rarity, large series with detailed immunohistochemical evaluation are not available. However, from the few that were studied, anaplastic thyroid carcinoma thyroid tumor cells usually express cytokeratin 7 but are not immunoreactive for cytokeratin 20. 8 Lack of expression of thyroglobulin and thyroglobulin transcription factor is not unusual and is explained by the lack of differentiation. 8 Since medullary thyroid carcinoma can be an important mimic and is treatable, it should always be ruled out. Simple use of amyloid stain and calcitonin is usually adequate. In summary, anaplastic thyroid cancer can occur after longstanding Multinodular goitre. Establishing the diagnosis by FNAC can be achieved and will save these patients major surgical intervention.
